Tracheal intubation using the GlideScope® with a combined curved pipe stylet, and endotracheal tube introducer
To the Editor: The GlideScope® (Diagnostic Ultrasound, Bothell, WA, USA) videolaryngoscope provides an enhanced view of the glottis, and increases the likelihood of tracheal intubation compared with direct laryngoscopy in patients with a difficult airway. 1 However, it has been well demonstrated that providing a good view of the glottis does not always correlate with successful airway instrumentation. The limitation of the GlideScope® in advancing the endotracheal tube (ETT) through the vocal cords into the trachea has been well described.
2,3
The manufacturer recommends using a stylet to curve the ETT and guide it into the larynx, but it remains difficult on occasion to negotiate the ETT through the vocal cords into the trachea. The bevel of the ETT may become stuck at the arytenoids, or impact on the anterior wall of the larynx. It has been suggested that a flexible stylet which would allow for the adjustment of the tube might decrease intubation times and increase the success rate. 4 It has been shown previously that the Muallem ETT introducer (METTI; VBM Medizintechnik GmbH, Sulz, Germany), which is characterized by a semi rigid flexible body and a soft curved tip, is effective in guiding the ETT into the glottis and facilitating tracheal intubation. 5 A curved brass pipe stylet (5 mm internal diameter) is made through which the METTI size 12 F is introduced. The ETT is slipped over the pipe stylet, thus making an assembly of an introducer, stylet, and tube, as shown in the Figure. When the glottic inlet is visualized by the GlideScope®, the combined ETT, pipe stylet, and introducer are introduced into the pharynx facing the glottis. The METTI introducer is advanced inside the pipe stylet to target the glottis. Because it has a soft curved tip and semi rigid body, the introducer tip can be easily rotated and pushed via the glottis into the trachea. Once the introducer is pushed deep within the trachea, the ETT is railroaded over the introducer into the trachea. If the ETT becomes stuck at the arytenoids, it can be rotated 90° counter clockwise so that its bevel faces posteriorly, after which it is railroaded over the introducer into the trachea.
Knotting in peripherally inserted central catheters: more possible mechanisms
To the Editor: While the knotting of peripherally inserted central venous catheters (PICCs) is a well described complication 1,2 the factors contributing to its occurrence have not been fully explored. We present a patient who experienced knotting of a PICC line, the clinical details of which suggest mechanisms for this complication which have not been described previously.
A 56-yr-old female weighing 60 kg with a low grade glioma in the left frontal region was scheduled for an elective craniotomy and mass excision for which she required PICC line insertion. Under aseptic conditions, with the right arm abducted, the basilic vein was cannulated with a 14-G needle and cannula and a 75-cm long 16-G PICC (Cavafix, B.Braun, Melsungen AG, Germany) was inserted through the cannula. Although the cannula could not be completely inserted into the vein, the tip was sited well inside the lumen as evidenced by free flow of blood. As no resistance was encountered during insertion of the catheter, the catheter was therefore fixed at a distance of 40 cm, the distance measured from the sternal notch to the point of insertion. However, attempts to remove the stylet were unsuccessful and it was not possible to pull back the entire assembly, including the catheter. The course of the vein was radiologically screened under an image intensifier. The tip of the catheter was located in the upper arm and a knot could be visualized just above the elbow near the entry point of the skin (Figure) . The catheter was retrieved using a small skin incision under local anesthesia. There were multiple loops in the catheter approximately 9 cm from the tip. The knot was lying outside the vein.
Previous reports quoting this complication identified that resistance was felt after inserting the catheter about 13 to 14 cm. 2, 3 This distance correlates with the brachio-cephalic junction which appeared to be the point of obstruction. It is evident from our report that even without apparent resistance while inserting these catheters, knotting is still a possibility for two possible reasons. The first possible mechanism is that the needle of the cannula could have punctured the vein and provided a port of exit for the catheter. A second possible mechanism is that once the catheter had been advanced through the cannula over a certain distance, the cannula could have slipped out of the vein, leading to extravascular knotting as the catheter was further advanced. However, it has been suggested
